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HIGHLIGHTS

e Atypical symptoms delay diagnosis
o MRI detected a foreign body

e Vaginoscopy-aided removal

e Foreign bodies caused an abscess

e Multidisciplinary care essential
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ABSTRACT

Introduction: Vaginal foreign bodies are uncommon in adolescents and often present

with nonspecific or absent genital symptoms, leading to delayed diagnosis. Common
manifestations include vaginal discharge, bleeding, recurrent infection, or pelvic pain,
although some patients may remain asymptomatic. Prolonged retention may result in
chronic inflammation, adhesions, pelvic inflammatory disease, and tubo-ovarian
abscess formation. Early imaging and vaginoscopic evaluation are essential for timely
diagnosis and prevention of complications. Aim & Objective: To highlight an
unusual presentation of a vaginal foreign body in an adolescent girl without genital
symptoms and to emphasize the importance of imaging and multidisciplinary
management in preventing complications. Case Presentation: A 13-year-old
premenarchal girl presented with intermittent lower abdominal pain, fever, and
vomiting for two weeks without vaginal complaints. Ultrasonography suggested
bilateral adnexal masses with right hydrosalpinx and a possible vaginal foreign body.
Contrast-enhanced MRI revealed bilateral tubo-ovarian abscesses with a suspected
vaginal foreign body. Psychiatric and forensic evaluations were performed due to
medicolegal concerns. Diagnostic vaginoscopy under general anaesthesia identified a
cylindrical plastic lipstick cap measuring 3 x 2 cm lodged transversely in the upper
vagina with adhesions and pus collection. Result: The foreign body was successfully
removed under vaginoscopic guidance with minimal trauma, followed by
laparoscopic drainage of bilateral tubo-ovarian abscesses. The patient recovered
without complications following multidisciplinary management. Conclusion:
Vaginal foreign bodies should be considered in adolescents presenting with
unexplained abdominal or pelvic symptoms, even in the absence of genital
complaints. Early imaging, prompt diagnosis, and multidisciplinary evaluation are
essential to avoid delayed treatment and serious complications.
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INTRODUCTION

Vaginal foreign bodies (VFBs) are an important but often under-
recognised cause of gynaecological symptoms in children and
adolescents. They are more commonly encountered in pre-
pubertal girls, particularly those younger than 9 years of age,
although cases in older adolescents have also been reported [1].
The clinical presentation is frequently nonspecific and may vary
from complete absence of symptoms to complaints of persistent
foul-smelling vaginal discharge, bleeding, recurrent vulvo-
vaginitis, dysuria, pelvic pain, lower abdominal discomfort,
urinary frequency, or urinary tract infections [2,3]. In many
patients, particularly younger children, the history of insertion is
often not volunteered because of embarrassment, fear, poor
recollection, or lack of awareness. Insertion may occur accident-
ally, during self-exploration, or, less commonly, in the context of
abuse. Therefore, clinicians must approach these cases with
sensitivity and maintain awareness of potential safe guarding
concerns [4].

The anatomy and physiology of the prepubertal vagina
contribute significantly to the susceptibility to irritation and
infection in the presence of a retained foreign body. In
premenarchal girls, the vaginal mucosa is thin, fragile, and hypo-
oestrogenic, with an alkaline pH and minimal protective
lactobacillary flora [5]. These factors predispose the vaginal
epithelium to inflammation, colonisation by pathogenic organi-
sms, & mucosal injury when foreign material remains in situ for a
prolonged duration. Chronic retention may result in persistent
local irritation and ascending infection. The duration of retention
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may vary from a few days to several years, with some reports
describing foreign bodies discovered only after the development
of'severe complications [6].

Diagnosis of vaginal foreign bodies remains challenging because
classic genital symptoms may be absent in a substantial
proportion of patients. Up to one-third of children with retained
vaginal foreign bodies do not present with obvious vaginal
complaints, contributing to delayed diagnosis and repeated
unsuccessful treatment for presumed urinary tract infection,
vulvovaginitis, pelvic inflammatory disease, or abdominal
pathology [3]. Commonly retained objects include toilet paper,
beads, pen caps, hair clips, safety pins, small toys, batteries,
plastic bottle caps, and cosmetic accessories such as lipstick
covers [2,7]. In adolescents, objects may occasionally be inserted
intentionally during self-exploration, experimentation, or sexual
activity, whereas in younger children accidental insertion is more
common [4].

Prolonged retention of vaginal foreign bodies can lead to serious
complications. Chronic inflammation may result in ulceration,
fibrosis, adhesions, vaginal stenosis, recurrent urinary tract
infections, pelvic inflammatory disease, vaginolith formation,
and fistulae involving the bladder or rectum [6,8]. Cases of
vesicovaginal fistula, rectovaginal fistula, and bladder calculus
formation secondary to neglected foreign bodies have been
described [8]. Button batteries represent a particularly dangerous
type of vaginal foreign body because they can rapidly produce
tissue necrosis through leakage of alkaline contents and electrical
injury, leading to severe mucosal destruction within hours [9].
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Figure 1: Progression of a retained vaginal foreign body causing ascending infection, tubo-ovarian abscess, and pelvic

sepsis with its surgical management.
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A thorough history and careful physical examination are
essential in suspected cases of vaginal foreign body. However,
genital examination may be difficult in anxious children or in
adolescents who are not sexually active. In such situations,
imaging may provide important diagnostic clues. Ultrasono-
graphy is generally used as the first-line investigation because it
is non-invasive, inexpensive, and widely available. However,
its sensitivity is limited, particularly for small, non-radiopaque,
or deeply retained foreign bodies [10]. Plain radiographs may
help identify radiopaque objects but are frequently normal in
cases involving plastic, paper, or organic material. Magnetic
reso-nance imaging (MRI) may be particularly valuable in
complex or atypical presentations, when ultrasonography is
inconclus-ive, when vaginal examination is difficult, or when
associated pelvic pathology is suspected. MRI offers superior
soft-tissue characterisation and can identify associated
abscesses, adhesi-ons, pelvic inflammatory changes, and
adjacent organ involve-ment [11].

Vaginoscopy remains the gold standard for both diagnosis and
management of vaginal foreign bodies. It allows direct
visualisation of the vaginal canal and cervix and permits safe
removal of retained objects under direct vision. The procedure
can be performed under sedation or general anaesthesia
depending on the age, cooperation, and clinical status of the
patient. Recent literature continues to support vaginoscopy as a
minimally invasive, safe, and highly effective method with
excellent diagnostic yield in paediatric and adolescent patients
[7,12]. In addition to facilitating removal, vaginoscopy also
permits evaluation for mucosal injury, adhesions, infection, and
possible evidence of trauma or abuse.

Tubo-ovarian abscess (TOA) is a complication of pelvic
inflammatory disease and is most commonly encountered in
sexually active women of reproductive age. However, its
occurrence in sexually inactive adolescents is rare and may
result in diagnostic confusion. In such patients, unusual sources
of'ascending pelvic infection, including retained vaginal foreign
bodies, urinary tract infections, appendicitis, inflammatory
bowel disease, poor hygiene, or congenital genital tract
anomalies, should be considered [13,14]. TOA may present with
fever, abdominal pain, vomiting, adnexal masses, leukocytosis,
and elevated inflammatory markers, but symptoms are often
nonspecific. Delayed diagnosis may lead to sepsis, infertility,
chronic pelvic pain, or the need for extensive surgical intervent-
ion [15]. Figure 1 shows the progression of a retained vaginal
foreign body leading to ascending infection, tubo-ovarian
abscess, and pelvic sepsis.

The present case is unusual because the patient had no vaginal
complaints and initially presented only with lower abdominal
pain, fever, and vomiting. The vaginal foreign body was suspec-
ted by ultrasonography and identified during an MRI performed
for evaluation of suspected tuboovarian pathology. This case
underlines the importance of maintaining a high index of sus-
picion for vaginal foreign body in any young girl with unexpl-
ained pelvic symptoms, persistent infection, or atypical imaging
findings, even in the absence of vaginal discharge or bleeding.
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It also highlights the importance of multidisciplinary manage-
ment involving radiology, paediatric gynaecology, psychiatry,
and forensic services, particularly in minors, where medicolegal
concerns must be addressed carefully.

CASE PRESENTATION
A 13-year-old pre-menarchal adolescent girl presented to the
Gynaecology Outpatient Department of All India Institute of
Medical Sciences (AIIMS), Raipur, accompanied by her pare-
nts. She reported a two-week history of intermittent lower abdo-
minal pain, associated with non-bilious vomiting and on-and-off
low-grade fever. She denied any vaginal symptoms, including
discharge, bleeding, itching, or pain during mictur-ition. There
was no history of trauma, sexual abuse, or prior gynecological
complaints. She also denied any history of self-genital
manipulations.
On general examination, the patient appeared thin built with a
body mass index (BMI) of 17.1 kg/m? and had brittle nails,
suggestive of possible nutritional deficiency. Secondary sexual
characteristics corresponded to her age. Vital signs were within
normal limits. Her temperature ranged between 99-100 degree
Fahrenheit. Abdominal examination revealed mild tenderness in
the lower abdomen, without palpable masses or signs of
peritoneal irritation. External genital examination revealed
normal vulvar anatomy, and there was no evidence of vaginal
discharge, erythema, or trauma.
Laboratory investigations revealed moderate microcytic hypo-
chromic anaemia, with haemoglobin 8.6 g/dL. Urine culture
grew Escherichia coli, sensitive to Nitrofurantoin. Despite
appropriate antibiotic therapy and symptomatic management
with antiemetics and analgesics, intermittent fever, vomiting,
and lower abdominal tenderness persisted.
Initial pelvic ultrasonography suggested a bilateral adnexal mass
with right-sided hydrosalpinx and suspicion of a foreign body in
the vagina, raising concern for possible pelvic inflammatory
disease. To further evaluate pelvic anatomy and rule out
complications, a contrast-enhanced MRI (CE-MRI) was
performed. MRI revealed bilateral tubo-ovarian abscesses and a
well-defined mixed signal intensity area of around 1.2x1.2cm
seen in vaginal cavity just below the cervix -likely foreign body.
Given the age of the patient and MRI suspicion of a vaginal
foreign body in a minor, psychiatry and forensic consultations
were obtained. Sensitive and non-leading counselling was
performed with both the patient and her parents. Even on
repeated questionnaires, no history regarding insertion or
exposure to the foreign body could be elicited.
In view of the MRI diagnosis of a foreign body in the vagina,
vaginoscopy under general anesthesia was performed using a
4mm hysteroscope with saline as distension medium. Insertion
of the hysteroscope was a bit difficult due to adhesions in the
vagina, likely due to chronic irritation or inflammatory response.
Gentle adhesiolysis was performed. A cylindrical foreign body
measuring approximately 3 x 2 cm, placed transversely in the
upper vaginal canal, was visualised. Around 4 ml of pus collecti-
on was noted and was collected & was sent for culture & sensitiv-
International Medical Publishing Group
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ity. The object was carefully removed without causing trauma to
the vaginal mucosa. She also underwent laparoscopic drainage
of bilateral tubo-ovarian abscess and was given culture specific
antibiotics following which her symptoms were resolved
completely and hence was discharged with advice to follow up.

RESULT

Diagnostic vaginoscopy under general anaesthesia confirmed
the presence of a cylindrical plastic foreign body measuring app-
roximately 3 x 2 cm lodged transversely in the upper vaginal
canal. The foreign body was associated with vaginal adhesions
and approximately 4 ml of pus collection, suggestive of chronic
inflammatory reaction secondary to prolonged retention. Gentle
adhesiolysis was performed to facilitate visualization and safe
removal of the object under hysteroscopic guidance, without
causing trauma to the vaginal mucosa. Pus collected from the
vaginal cavity was sent for culture and sensitivity testing.
Intraoperative findings correlated with radiological suspicion of
pelvic inflammatory pathology. Laparoscopic evaluation further
confirmed bilateral tubo-ovarian abscesses, which were success-
fully drained. Postoperatively, the patient was managed with
culture-specific antibiotics along with supportive care. Follow-

ing removal of the foreign body and drainage of the abscesses,
there was complete resolution of intermittent fever, vomiting,
lower abdominal pain, and abdominal tenderness. No post-
operative complications were observed, and the patient demons-
trated satisfactory clinical recovery. She was discharged in stable
condition with advice for follow-up and continued multi-
disciplinary monitoring. Figure 2 shows transabdominal ultra-
sonography findings suggestive of bilateral tubo-ovarian
masses.This case demonstrated that vaginal foreign bodies in
adolescents may remain clinically silent and present only with
secondary pelvic complications. Early imaging, timely vagino-
scopic evaluation, and multidisciplinary intervention played a
crucial role in establishing the diagnosis, preventing further
morbidity, and ensuring complete recovery. Figure 3 shows a
sagittal T2-weighted MRI revealing bilateral tubo-ovarian
abscesses and a vaginal foreign body. Axial T2-weighted pelvic
MRI showing a vaginal foreign body (Figure 4). Figures 4 and 5
demonstrate axial T2-weighted pelvic MRI and diagnostic
vaginoscopy findings revealing the vaginal foreign body. Figure
6 shows vaginoscopic visualization of the retained foreign body
within the vaginal cavity, while Figure 7 depicts the cylindrical
lipstick cap measuring 3 x 2 cm extracted from the vaginal cavity.

Figure 3: Sagittal T2-weighted MR images illustrating bilateral tubo-ovarian abscess

and a foreign body in the vaginal cavity
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Figure 4: Pelvic MRI-Axial T2-weighted images showing foreign body

Figure 5: Diagnostic vaginoscopy showing foreign body

Figure 6: Diagnostic vaginoscopy showing foreign body
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Figure 7: Lipstick cap measuring 3x2 cm extracted from vaginal cavity.

DISCUSSION

Vaginal foreign bodies (VFBs) in children and adolescents pose
a diagnostic challenge, particularly when the presentation is
atypical and genital symptoms are absent. Most published cases
describe persistent vaginal discharge, foul smell, bleeding, or
recurrent vulvovaginitis prompting further evaluation [16,17].
Case reports published by Dr. Kylie Fowler et al. [25] and
Closson FT et al. [26] have described vaginal discharge as the
primary complaint in cases of vaginal foreign body. In our case,
the patient had no vaginal symptoms and denied any vaginal
manipulations.

The protective effects of oestrogen on the vaginal mucosa are
minimal in premenarchal or early pubertal girls, making the
mucosa thin, fragile, and alkaline, factors that predispose to
mucosal irritation and colonisation if a foreign body is present
[18]. In many classic case series, the most common offending
items are toilet tissue, small toys, hair clips, plastic caps, and
other small objects [19,20].

Conventional non-invasive imaging (ultrasonography, plain
radiograph) often fails to detect non-radiopaque or small objects.
In a retrospective review of 20 prepubertal girls undergoing
vaginoscopy for persistent discharge, only one foreign body was
detected on preoperative imaging, whereas vaginoscopy
revealed foreign bodies in four cases [21]. This underlines the
limitations of imaging and the central role of endoscopic
evaluation.

More recently, a case series from a pediatric centre in 2024 reiter-
ated that vaginoscopy remains the gold standard for diagnosis
and removal of VFBs in the pediatric population, owing to
minimal risk and high diagnostic yield [22].

In the present case, the foreign body was detected on MRI, after
initial ultrasonography had suggested tubo-ovarian pathology
with a suspicious vaginal foreign body. The MRI finding prom-
pted a forensic and psychiatric review, followed by diagnostic
vaginoscopy under general anaesthesia, leading to the successful
extraction of a 3 x 2 cm cylindrical plastic lipstick-case cover.
The absence of typical genital symptoms likely contributed to
delayed recognition and initial misdiagnosis. Prolonged retenti-
on of vaginal foreign bodies may lead to serious complications,
including chronic inflammation, ulceration, adhesions, stenosis,
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fistula formation (vesicovaginal, rectovaginal), vaginolith
formation, recurrent urinary tract infections, or pelvic inflammat-
ory disease [23,24]. A neglected vaginal foreign body causing
formation of a vaginolith, vesicovaginal fistula, or bladder
calculus has been reported, highlighting the need for prompt
removal even in asymptomatic cases [23].

Therefore, clinicians should maintain a high index of suspicion
for vaginal foreign bodies in any prepubertal or early-adolescent
girl, even in the absence of vaginal discharge or bleeding,
especially when investigations reveal pelvic pathology or when
conservative treatment fails. Early endoscopic evaluation
(vaginoscopy under anaesthesia) allows safe diagnosis and
removal, prevents long-term sequelae, and avoids invasive
surgeries or complications.

CONCLUSION

In a young girl presenting with bilateral tubo-ovarian abscess,
tuberculosis remains the most likely underlying etiology. The
development of a tubo-ovarian abscess secondary to bacterial
pelvic inflammatory disease in a sexually inactive patient is
exceedingly rare. Therefore, in such cases, the possibility of a
retained vaginal foreign body should be strongly considered.
MRI serves as an indispensable diagnostic modality when
vaginal examination is contraindicated. The use of hysteroscopy
as an adjunct for foreign body removal is highly valuable. Given
the potential medicolegal implications, including those related to
the POCSO Act, involvement of the forensic team is warranted.
Additionally, counselling and psychological support, with parti-
cipation from the psychiatry team, are essential components of
comprehensive management.

CLINICALSIGNIFICANCE

The clinical significance of this study lies in its potential to bridge
the gap between research findings and practical healthcare
applications. It emphasizes the importance of translating
scientific observations into meaningful improvements in patient
care, diagnosis, and treatment outcomes. By highlighting real-
world relevance, the study contributes to evidence based medical
practice and supports informed clinical decision making. Ultim-
ately, the findings aim to enhance patient quality of life, optimize
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therapeutic strategies, and promote better disease management in
clinical settings.

ABBREVIATIONS

VFBs: Vaginal Foreign Bodies
MRI: Magnetic Resonance Imaging
TOA: Tubo-Ovarian Abscess

PID: Pelvic Inflammatory Disease
UTI: Urinary Tract Infection
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